INTRODUCTION
The Community Action Programme on Health Promotion, Information, Education and Training was established within the framework for action in the field of public health (1996) (1997) (1998) (1999) (2000) by a decision of the European Parliament and the Council of the European Union on 29 March 1996 [Decision No. 645/96/EC (European Parliament and Council, 1996) ]. The Health Promotion Programme was one consequence of the Treaty on the European Union, which established the European Community, Articles 3(o) and 129 in particular. Article 3(o) required that Community action must include a contribution towards the attainment of a high level of health protection. Article 129 provided for community competence in this field insofar as the community contributes to it by encouraging cooperation between Member States and, if necessary, by lending support to their action (Official Journal of the European Communities, No. L95, 16/4/96).
The framework for monitoring and evaluation is defined by Article 7 of Decision No. 645/96/EC, which states: being completely independent from the programme, signed a contract with the Commission to undertake the evaluation. Lewando-Hundt and Al Zaro (Lewando-Hundt and Al Zaro, 2000) point out that despite papers arguing for dissemination and the importance of evaluation, there are in fact few published examples of evaluations. They also rightly state that the findings of research are not the property of research scientists and funders; rather that they are part of a shared body of knowledge which will cumulatively lead to a better understanding of health promotion. This paper aims to share some of the important findings of this consultancy for the Commission's services with a wider audience in the health promotion field. The results and background to the evaluation were originally reported by Marks et al. to the Commission's services (Marks et al., 1999) . Following editing, the mid-term report was forwarded by the European Commission to the European Parliament, the Council, the Economic and Social Committee and the Committee of the Regions. This paper will summarize the background to the evaluation, describe the methodology behind some of the more pertinent results and extend the discussion presented in the original report.
Establishment of the EC's Health Promotion Programme
The new legislation followed a series of Resolutions by the European Parliament, the Council, Ministers and Representations of the Governments of the Member States from 1988 onwards. Various resolutions focused on:
• the effect on health of eating habits and nutrition • abuse of drugs and pharmacological substances • smoking • environmental pollution • accident prevention • prevention of cardiovascular diseases • schools as a setting for developing a healthy lifestyle at an early age • local communities, homes, workplaces and hospitals as other settings in which health education has a central role.
The decision to establish the Health Promotion Programme took into consideration the 'encouraging' results of the The European Network of Health-Promoting Schools, a joint WHO/Council of Europe European Community Project, and also gave recognition to the fact that 'socio-economic conditions such as urbanization, housing, unemployment and social exclusion have to be taken into consideration in the promotion of health, particularly for those living in deprived areas' (European Parliament and Council, 1996) . The decision also took into account the following considerations.
• Health education and information are a priority for community action in public health.
• Cooperation with competent international organizations and non-member countries should be strengthened.
• Priority measures should be selected as well as mechanisms for evaluation, 'with a view to promoting the health of all citizens of the community'.
• The programme must contribute to raising awareness of health determinants and risk factors.
• The programme must encourage the development of an integrated approach to health promotion.
• The activities previously undertaken, community networks of NGOs, and mobilization of all those involved in health promotion and education should be safeguarded.
• The programme must take into account past and current measures implemented by the Member States.
• Possible duplication of effort should be avoided by the promotion of exchange of experience and by the joint development of basic information modules for the general public, for health education and for training members of the health care professions.
• The objectives and actions undertaken to implement the programme form part of the health protection requirements referred to in Article 129(1) of the Treaty on the European Union and as such are a part of the Community's other policies.
• The importance of the Commission in ensuring that implementation is in close cooperation with the Member States, requiring provision for a procedure 'to ensure that Member States are fully involved in implementing the plan'. • The programme should run for 5 years.
• In order to increase the value and impact of the action programme, a continuous assessment of the measures undertaken should be carried out, with particular regard to their effectiveness and the achievement of objectives at both the national and community level and, where appropriate, the necessary adjustments should be made.
The programme had an overarching objective of contributing towards ensuring a high level of health protection. The Commission is obliged to ensure the implementation of the actions in close cooperation with the Member States and to cooperate with the institutions and organizations that are active in the field of health promotion, information, education and training. A budget of C = 35M in annual appropriations was allocated to implement the programme. This included the budget for evaluation.
Procedures for the selection of projects
A document prepared by the Commission's services stated the project criteria, which included the following.
1. The project must relate to one or more measures of the priorities set in the annual work programme. 2. The project must produce real added value for the European Community. The following activities are regarded as producing such added value:
• activities involving the participation of several Member States, • activities conducted jointly in several Member States, and • activities that could be applied in other Member States if adapted to their conditions and cultures (pilot projects). 3. Applications must indicate clearly the project's objectives and the needs that the project meets, and must describe in detail the activities envisaged, the results anticipated, and the research approach and working methods for achieving the project's objectives. 4. The project must include appropriate arrangements for the evaluation, dissemination and exploitation of the results, including information concerning the support from the European Commission.
Preparing the methodology for the evaluation A time-frame of 6 months was allocated to phase 1 of the evaluation, which was concerned primarily with the first year of the programme (1996) when 52 projects were supported. MacDonald and Davies pointed out that health promotion has suffered by being too ambitious in terms of the demands it puts upon itself to evaluate outcomes (MacDonald and Davies, 1998) . They state that the traditional biomedical approach to evaluation has recently received a great deal of criticism and that there is an emerging consensus that excessive concentration on outcomes and quantitative data is outmoded and an inappropriate way to measure the effectiveness of health promotion programmes and interventions. They suggest that there is a need to adopt an approach to evaluation that implicitly acknowledges the need for outcome evaluation but explicitly concentrates on process data that help us understand the relationship with the social and structural influences that determine health. This view is also shared by Nutbeam, who pointed out that the link between health promotion action and eventual health outcomes is usually complex and difficult to trace (Nutbeam, 1998) . Nutbeam argued that research methods must reflect this complexity and use different sources of data for evaluation, both quantitative and qualitative (Nutbeam, 1999) . In addition to the recognition of qualitative data in health promotion evaluation, Everitt and Hardiker stated that there is also a need to look at multiple perspectives (Everitt and Hardiker, 1997) . Nutbeam gave examples of the different perspectives and emphasis on what represents 'success' for a health promotion programme (Nutbeam, 1999) . For policy makers and budget managers, success is often defined in terms of the relationship between investment and the achievement of health outcomes in the short term. For health promotion practitioners, success can be defined in terms of the practicality of implementation of a programme and the possibilities of engaging people and organizations in action for health. For the population who are to benefit from health promotion action, relevance to perceived needs and opportunities for community participation may define success. For academic researchers, success is more likely to be defined in terms of methodological rigour, maintenance of programme integrity and achievement of predetermined outcomes.
Our evaluation of the Health Promotion Programme concentrated on process. It was carried out from the multiple perspectives of the Commission's services, committee members of the Health Promotion Programme, project leaders, unsuccessful applicants, and an independent European health promotion expert panel. This paper will focus primarily on the views of the expert panel and the applicants (successful and unsuccessful). Various sources of documentation were analysed both qualitatively and quantitatively.
METHODS

Aims
The aims of the evaluation were as follows:
1. To examine the effectiveness and efficiency of the Community Programme of Action on Health Promotion, Information, Education and Training (1996-2000) with a view to: 2. helping to improve the implementation of the programme, and 3. providing a basis for decisions on future measures. 4. Identifying the 'community added value' of the programme in comparison to the situation that would occur if this programme did not exist. 5. Developing a methodology for the evaluation which is rigorous, fair, valid, reliable, independent and impartial.
The four sources of information that could be employed were: (ii) Applicants' reports Questionnaires were sent to 50 project leaders of supported projects in 1996 (two of the 52 projects funded in 1996 were not carried out). Thirty-two were completed and returned, achieving a response rate of 64%.
Out of the total number of 306 unsuccessful projects, a sample of 70 was selected, whereby it was aimed to keep the number of questionnaires sent to a particular country proportional to the number of applications made by that country. Only 66 questionnaires were delivered successfully (problems with fax, wrong address). However, only 21 replies were received, giving a response rate of 31%. Telephone interviews or e-mailed questionnaires in particular cases, e.g. leaders/ collaborators of large-scale projects or networks, supplemented this information.
(iii) Opinions of an independent European health promotion expert panel Recruitment of panel members
A panel of independent experts was recruited from across the 15 Member States and three EEA/EFTA countries (Iceland, Norway and Liechtenstein). Notices seeking independent and qualified expert assessors were posted early in December 1998 to European subscribers of Health Promotion International and to other qualified personnel.
A list of specialist assessors were drawn up who met the following criteria:
• scientific experience and reputation;
• expertise relevant to the health promotion programme; • independence, honesty and integrity as assessed by independent referees' reports; • linguistic competence.
Of crucial importance was independence. According to the terms of the evaluation contract, expert evaluators must not, within the past 5 years, have been in a decision making or advisory role in relation to the programme; neither they nor their employer must have benefited within the same period either directly or indirectly from a grant issued by the programme. Experts were also required to withdraw from submitting (in his/her name, or as an applicant or partner) an application within the programme for a period of 2 years commencing at the end of his/her duties.
Selection and training of panel members
This was a two-stage process, as follows.
Stage 1. Preliminary selection was based on information concerning the applicants' technical, scientific and linguistic expertise, including their personal statements, curriculum vitae and referees' reports. Before attending a training workshop, applicants were asked to sign a declaration of independence as defined by the paragraph above.
Stage 2. Final selection was dependent upon satisfactory performance at a training workshop in which applicants were briefed and evaluated using a mock evaluation exercise.
Project assessment by the panel
The assessment of the projects consisted of quality measures reflecting the objectives and content of the projects subsidized by the programme. Each assessor was sent a complete set of information in a batch of 1-10 projects. Project information consisted of:
• the initial description of the project; and • the final report submitted after completion of the project, including the evaluation submitted by the recipient (if applicable), and (if available) a summary sheet submitted by the recipient.
Assessors were sent only those projects that fell within their range of technical/scientific and linguistic expertise. Each assessor used a standard set of criteria and rating scales, which was as follows:
• relevance of project objectives to the aims of the programme • feasibility of project objectives • appropriateness of the amount of funding requested • appropriateness of the amount awarded • achievement of project objectives • relevance of project content to the project objectives • is the project methodology the most appropriate for the project's purposes? • is the analysis appropriate for the type of information collected? • are the conclusions and/or recommendations appropriate? • the quality of the evaluation employed within the project, e.g. any measured outcomes? • quality of dissemination: are the lessons learned disseminated promptly and to the right audiences?
• the overall quality of final project report • the overall contribution of the project to the programme • the 'community added value' of the project.
Each of these 14 attributes were rated by the assessor on a five-point rating scale as follows: 5, excellent; 4, good; 3, satisfactory; 2, poor; 1, very poor.
In addition to their quantitative ratings, assessors also submitted a brief (1-2 page) analysis of each project that was analysed qualitatively. To maximise fairness and objectivity, two or more panel members evaluated 29 of the 49 projects funded in 1996 (one of the final reports for the 50 completed projects was not available). Larger scale projects valued at C = 200 000 or more were assessed by three or more panel members. Seventeen projects were evaluated by two panel members, eight by three members, three by four members, and one by five members. The remaining 20 projects were evaluated by a single panel member.
RESULTS
The Commission's services' records
The Evaluation Team examined various factors that were thought to have potential relevance to whether an application was accepted or rejected. An example of this would be number of partner Member States. As one of the overall aims of the programme was to increase collaboration between European Member States, one would expect that projects involving several Member States would be judged more favourably than those only involving one or two Member States. Another example is Member State of origin: certain Member States may have a higher proportion of projects accepted than other Member States.
Using a copy of the Commission Services' database and the annual programme reports, a variety of statistical analyses were conducted to investigate the decision procedures and funding allocations over the first 4 years of the programme, 1996-1999. Table 1 shows the project applications on the database by year of the programme and whether the applications were accepted or refused. The information for 1999 was incomplete, as not all funding decisions had been made by the time the information needed to be analysed. The data suggest that the overall acceptance rate remained approximately constant at 16-18%. Table 2 shows data concerning the number of Member States that the projects proposed to involve. This analysis divided projects into 15 categories, ranging from 1 to 15 Member States. However, because of small numbers of projects with eight to 14 partners, a single category was constructed that encompassed projects with eight to 14 Member States. The effect of number of Member States on acceptance rate was found to be significant [χ 2 = 269.75, degrees of freedom (DF) = 8, p Ͻ 0.01]. The greater the number of Member States participating in a project, the greater the chance of acceptance:
• Projects that involved all 15 Member States had a 59% chance.
• Those involving eight to 14 Member States had a 17% chance.
• Those involving three to seven Member States had a 7% chance.
• Those with two Member States had a 5% chance.
• Those with only one Member State had a 0% chance. Table 3 shows the Member States and EEA countries from which applications were submitted, along with their success rates. For the purposes of analyses the following countries were omitted because of the small number of projects: Iceland, Luxembourg and Norway. A significant difference in acceptance rates was evident for applications submitted from different countries (χ 2 = 180.167, DF = 14, p Ͻ 0.01). Acceptance rates for applications from Spain, Greece and Italy were particularly low: 2, 4 and 1%, respectively. The remaining Member States' acceptance rates ranged between 10% (Austria) and 26% (Sweden and Belgium). Applications that were submitted from Europeanwide organizations stood out as having the highest acceptance rate (89%).
There are a number of possible reasons why applications from some countries did not do as well others. One reason could be that some Member States might have submitted many applications that were unsuitable for the programme because they did not meet the published criteria (e.g. they did not involve a minimum of two partners). One of the principal aims of the programme was to increase collaboration between European 110 D. F. Marks and C. M. Sykes Applications from each State were categorized according to the number of partners: 0-6, 7-14 or 15 Member States. In addition to the countries that were omitted from the previous analyses, the following were also omitted because of small numbers in each category: Austria, Denmark, Finland, Ireland, Netherlands, Portugal and Sweden. Table 4 shows that there was a significant difference between Member States in the number of partners proposed in their applications (χ 2 = 95.608, DF = 12, p Ͻ 0.01). Greece, Italy and Spain had the greatest proportion of projects in the 0-6 category (93, 94 and 93%, respectively). They also had the least proportion of projects in the 15 Member States category (4, 3 and 2%, respectively). Belgium, France, Germany and the UK, on the other hand, had the greatest proportions of projects in the 15 Member States category. This analysis helps to explain why the majority of applications from some countries were not accepted for support from the programme.
Each project on the Commission Services' database is categorized in a domain [Health Promotion Strategies and Structures (A), Specific Prevention and Health Promotion Evaluation of EU community action, 1996 EU community action, -2000 Projects were categorized according to how much funding was requested, as follows:
• less than C = 24 999 • C = 25 000-74 999 • C = 75 000-124 999 • C = 125 000 and above.
There was no significant difference in the acceptance rates between applications requesting different levels of funding (χ 2 = 4.005, DF = 3, p = 0.262).
Applicants' reports
The project leaders' responses to the applicable questions are given in Tables 5 and 6 .
It can be seen that the majority of funded project leaders reported that they were content with the administrative arrangements while the non-funded project leaders were considerably less content.
Opinions of an independent European health promotion expert panel Inter-expert agreement
The inter-expert agreement in the experts' use of the rating scale was evaluated for the 29 projects that had been assessed by more than one expert. In total there were 71 pairs of rating sets obtained from two or more experts for these 29 projects. Each rating set contained 14 ratings along the five-point scale. The level of agreement for each pair of rating sets was assessed by counting the number of times the two experts agreed, disagreed by 1 rating scale point, disagreed by 2 points, disagreed by 3 points, disagreed by 4 points, or disagreed conceptually about whether or not a rating could be given for the 14 criteria rated in each set. The results are shown in Table 7 . The maximum and minimum possible levels of agreement are 14 and 0, respectively. The results suggest that on average the experts agreed exactly for 3.83 of the 14 criteria and disagreed by 1 point for another 4.56 of the 14 criteria. On average therefore, a pair of experts agreed within 1 scale point of each other on 8.39 of the 14 criteria. In fact there was agreement within 1 scale point on at least nine of the 14 criteria on 50% of occasions. Although this level of agreement is not perfect (and we would not expect it to be), it suggests that the experts were using the rating scale in a reasonably consistent manner.
Average ratings for areas and projects
The average ratings (averaged across the 14 scales) for projects implemented in each priority were as follows: and Health Promotion Table 8 shows that six of the 49 projects (12.2%) received an average between 'good' and 'excellent', 16 projects (33.2%) received an average more than halfway between 'satisfactory' and 'good', and another 15 projects received an average above 'satisfactory'. In sum, 37 of the 49 projects (75.5%) received an average between 'satisfactory' and 'excellent'. The remaining 12 projects (24.5%) were less than 'satisfactory'. The average score for achievement of project objectives was 3.05 (satisfactory).
Community added value
Of particular interest and relevance to this programme was Community added value (CAV). This refers to how much cooperation between Member States took place and how far this cooperation added value to health promotion in the Community. If the programme has been implemented in the manner intended, then there should be a positive relationship between the EC funding that was allocated to a project in the programme, the number of Member States participating, and the project's CAV. The experts' quantitative ratings enable this hypothesis to be tested.
The average ratings of CAV for each domain of activity were as follows: Areas A, B, C and D gained ratings between 'satisfactory' and 'good'. Area E received an average score slightly below 'satisfactory'. The area with the highest score (C) scored significantly more highly than the area with the lowest score (E) (p = 0.0139). The differences between other domains were not statistically significant.
Empirical support for the effectiveness of the programme was evident from a multiple regression analysis. The CAV ratings of projects could be predicted from the EC funding received and numbers of countries participating (r = 0.444, r 2 = 0.197, p = 0.007). This analysis suggests a modest level of support for the hypothesis that the Health Promotion Programme is being implemented effectively. However, the results are not simple to interpret and the evidence is not overwhelming. The most important predictor of high CAV appears to be the number of partners, not level of funding. To illustrate this situation, projects receiving the lowest and highest ratings for CAV could be compared. Eight projects scored 4.5 or above on CAV. Eight projects scored 2 on CAV. Four high CAV projects cost at least 188 000 ECU and the other four cost only 8000-62 000 ECU each. The eight low CAV projects cost a maximum of 110 000 ECU. This analysis suggests that high expenditure on a project is no guarantee of high CAV. The strongest predictor of CAV can be seen to be the number of Member States participating in the project. All but one of the eight high CAV projects involved all 15 Member States compared with only one in the low CAV group. This supports the principle that projects warranting the most serious consideration in terms of CAV are those that involved all 15 Member States, a principle that is already being implemented in the programme.
Qualitative comments
There were 97 independent evaluations in total for the 49 projects in the set, each with comments ranging from a couple of lines to two pages. These comments have been analysed into themes (Table 9 ). It can be seen from Table 9 that 24 projects (almost 50%) received positive comments from 28 assessors. Many other comments related to problems with final reports. This category was broken down into four sections in order to give a more precise indication of where the problems were. In 28 comments, the assessors remarked that there was not enough information in the final report, e.g. about dissemination and selection of participants. In 15 comments there were remarks relating to lack of evaluation or follow-up. It is not always clear whether these activities occurred but were not adequately documented, or whether they did not occur at all. In 11 comments the assessors observed that the conclusions were either too general, not supported by the data, or that there were no clear recommendations. The 25 remaining comments concerned more general problems such as the report being unclear or inconsistent. There were also some comments about poor data analysis or lack of analysis in this category. Not all comments about the final report were negative. There were 15 instances of positive remarks where the assessors thought the report was well presented, clear or addressed relevant issues such as evaluation.
Assessors remarked that it was questionable whether 13 of the projects had contributed to existing knowledge or had promoted health. There is some overlap in the projects that appear in this category and those in the category pertaining to problems with the methodology or design of the project. There were 23 comments in this latter category, which included comments where the assessor questioned whether the project design was the most cost-effective way of achieving the desired results. However, nine assessors stated that eight projects had a good design. Five projects were rated as having good products, whereas three were rated as having poor products.
There was a mixture of positive and negative comments about the way in which the project had been managed. Ten assessors were impressed with the management of the project, including the financial aspects. However, four assessors gave negative comments about the way the project appeared to have been managed.
In five cases the assessor felt that the people carrying out the project were not the most appropriate, or lacked necessary experience. However, for three other projects the assessors commented that the parties involved were appropriate. Another area of concern was that some projects showed a lack of use of existing information, or use of out-dated information. There were seven comments of this nature. In a further seven cases the assessor thought that the project had duplicated work that had already been done.
Another group of comments related to the projects' proposal and objectives. Assessors remarked that there were problems with the application form in five projects. There were negative comments about the objectives of 14 projects.
These included remarks such as that the objectives were too ambitious or too vague. On 13 projects the assessor remarked that the objectives had not been met. However, there were also 11 positive comments about the project objectives, such as that they were clear or that they had been achieved.
Assessors questioned the relevance of the project to the programme for eight projects. There was concern regarding the use and management of the finances for eight projects. It was felt that not enough information on finances was presented or that there were inconsistencies in the information presented for seven projects.
Twelve projects were considered difficult to evaluate. There was a variety of reasons for this. Many were preventable, such as missing information or the poor quality of the final report.
DISCUSSION
Information on the Commission's Services' database was analysed for factors that discriminated between funded projects and those that were refused. Significant differences were evident both in numbers of applications and in acceptance rates for different Member States. Not very surprisingly, projects with many participating Member States were found to have a higher chance of being supported. Disappointingly for them, some Member States were consistently submitting applications with few participating Member States and were receiving very low levels of funding. Projects submitted from Italy, Spain and Greece had only 4, 2 and 1% accepted, respectively.
Apparently applicants in some Member States had not fully understood the objectives of Evaluation of EU community action, 1996 EU community action, -2000 14 Lack of use of existing information / using out-dated information 10 Problems with the application form, e.g. doesn't give enough information, inconsistencies, 10 poor quality of proposal Good quality of products from project 10 Questioning the appropriateness / relevant experience of the people involved 10 Negative comments about the way the project was managed 8 The parties involved were appropriate 6 Poor quality of the products from the project, e.g. limited to only one language, unattractive 6 the programme. Was every opportunity taken to make the objectives clear? In some Member States the field of health promotion is still in the formative stages and more support and transfer of good practice is needed. Obtaining a more even distribution of financial support is an important issue that needs to be addressed. Numbers of applications and acceptance rates varied significantly across the five areas of activity to which the applications are allocated. Areas B and D received the greatest numbers of applications while A and E received the least. These differences have implications for the way in which the annual Work Programmes are prepared and applicants are encouraged to apply. Applications in areas A, D and E needed to be particularly encouraged. The Work Programmes have shifted over the years from being essentially project-led to being policy-led. In this case one would have expected to see more applications in domain A (Health Promotion Strategies and Structures) being submitted and accepted. There is some evidence to suggest that the latter is true. However, applications submitted in areas A and E were consistently in a minority over the first 3 years of the programme.
The expert assessors' opinions of the programme suggested that there were a number of 'teething problems' with the administration of the programme. However, the assessors awarded some commendably high ratings for the projects supported in 1996, (especially in areas C, B and A). The investment in these three areas was relatively high and, in spite of the problems that have been mentioned, the preliminary results are quite encouraging.
Nutbeam's view that intervention programmes have to be of sufficient duration to detect changes rings true in this evaluation (Nutbeam, 1999) . Projects in the Health Promotion Programme are funded for 1 year with a possibility of applying for an extension of 1 year (without extra funding). The expert assessors rated 'achievement of project objectives' as only 3.05 on average, the fifth lowest score out of the 14 criteria). Impressive sounding project objectives may well increase the chances of receiving funding. However, the reality of achieving the objectives in such a short time span soon becomes apparent. A longer duration of projects would help overcome this problem.
The experts identified weaknesses and gaps. The almost complete lack of evaluation in most of the supported projects is the most serious weakness. This was the poorest aspect of the projects funded in 1996. Areas that the experts rated as only 'satisfactory' included analysis, conclusions, dissemination, report and contribution. Steps should be taken to improve the quality of all of these aspects of project management, methodology and reporting. The perception and ethos of report writing as a 'necessary evil', as a pure formality that is required simply in order to obtain a final payment from the Commission, must be changed. In many instances the final report may be the only tangible outcome of the Community's expenditure on a project.
Community added value is an important concept in the context of any Community Action Programme. The meaning of the concept needs to be operationalized in terms of tangible scenarios if it is to be of any use in evaluation. Five possible models of CAV are:
• getting to know each other and exchanging experiences; • parallel development of innovative approaches; • import, export or adoption of new approaches and their adaptation to one's own situation; • joint development-division of tasks with a common objective; and • transnational exchanges of trainees or trainers.
Some members of the expert panel used the above models in making their assessments. The experts' assessments of the programme suggest that there has already been moderately high CAV in comparison to the situation that would have occurred if the programme did not exist. The expert assessors awarded some high ratings for the CAV of projects supported in 1996 (especially in areas C, B and A). The investment in these three areas has been relatively high and the preliminary results are more than satisfactory in terms of Community added value. As expected, the experts also generally gave higher ratings of CAV to projects with eight or more partners.
It was made clear at the outset that this evaluation was entirely concerned with the processes of implementation rather than tangible outcomes in the form of any changes towards 'a high level of human health protection' in the European population. This evaluation's aims were modest and were concerned with the first phase only of the Community's first Health Promotion Programme, the first horizontal public health programme of the European Community. This evaluation is unique. It is the first evaluation of a Europe-wide health promotion programme to be published. The only other evaluation of comparable scope is the evaluation of the EC Public Health Programmes (Cancer, Drugs and AIDS and other communicable diseases) 1996-2000 carried out by Bury (Bury, 1999) .
It would of course be premature and technically extremely demanding (if not naïve and foolish) to attempt an evaluation of the impact of the programme on the health of the population. The first projects, financed in 1996, had only just been completed when the evaluation began. Many other projects financed from 1997 to 2000 are still in progress. Also, the scope of the projects is such that any health impacts on the population are going to be highly specific, localized and distributed across the Community.
The second phase of the evaluation should be more in-depth. The main focus should be health promotion practitioners, i.e. successful applicants. A methodology is being developed to look systematically into why some projects achieved their goals and not others based on some of the ideas presented by Judge (Judge, 2000 ; please note that as the authors were preparing this paper for publication we were informed that the EC had cancelled the contract for the second phase of the evaluation). He describes the concept of 'realistic evaluation', an approach first developed by Pawson and Tilley (Pawson and Tilley, 1997) . This approach tries to develop an understanding of why a programme works, for whom and in what circumstances. Judge (Judge, 2000) also discussed the theory of change that originated from Carol Weiss and colleagues in the 1970s (Connell and Kubisch, 1998) . The approach aims to clarify the overall vision or theory of an initiative, meaning the long-term outcomes and the strategies that are intended to produce change. Wimbush and Watson also discuss these theories of evaluation in a positive light and point to several examples of projects that have used this approach in the UK with encouraging early results (Wimbush and Watson, 2000) .
The philosophy of action research (Stringer, 1999) could also play a role in this type of evaluation. The evaluators would facilitate action and act as a catalyst to assist the project leaders to define their problems clearly and to support them in working toward effective solutions. However, this approach, along with realistic evaluation and theory of change, assumes a positive collaboration between the evaluators and the stakeholders with clear communication, open dialogue and negotiation. Unfortunately, in such large organizations as the European Commission we have observed that this is often not the case. Faced with inefficiency, bureaucratic rules and regulations, lack of transparency, conflicting agendas and esoteric terminology, such large public organizations are not always welcoming to contemporary evaluation methods and theories. In the case of health promotion there is a pressure to demonstrate effectiveness in terms of outcomes. This places a considerable burden on evaluators concerned with finding the best methodology of evaluating publicly funded programmes. Backett-Milburn et al. describe how purchasers, commissioners and researchers communicate and interact, often with only a partial understanding of each other's culture, ethos, working practices and constraints (Backett-Milburn et al., 1998) . They argue that it is important to reflect on these underlying processes and how they influence the production and use of health promotion research. Therefore improvements in the knowledge of health promotion may not only depend on the individual's readiness to change [see (Scott et al., 1994) ], but also on health researchers' and health policy makers' readiness to change.
To conclude, this evaluation of the EC's Health Promotion Programme has produced a mixed picture. The evaluation methodology employed was restrictive and modest. The second phase of the evaluation must aim to broaden its scope. If there is a true commitment to improving public health programmes in the European Union then this should be possible. Health promotion is a dynamic discipline that must be open to continuous change and scrutiny of its methods. Administrators in charge of health promotion budgets need to be aware of this just as much as health promotion practitioners.
